It is generally agreed that any hope of improving the results of treatment of carcinoma of the bronchuis depends to a large extent on the earlier diagnosis of the condition (Penta, 1948 ; Price Thomas, 1948) . By such earlier diagnosis a radical excision of the lung may be carried out before the neoplasm has spread too widely to allow of cure.
Haemoptysis may be an early symptom of this disease, and may, in fact, bring the patient for advice before any other clinical or radiological evidence of the presence of the cancer exists. Therefore in any busy chest centre two questions constantly arise in relation to patients with unexplained haemoptysis: (1) Should all such patients be examined bronchoscopically ? (2) If bronchoscopy is done and no abnormality is found to account for the haemoptysis, is it necessary to keep the patient under observation ? In an effort to answer these questions, I have reviewed all patients with the presenting symptom of haemoptysis bronchoscoped in the surgical department between April, 1948, and December, 1950, inclusive (Price Thomas, 1948) . In most cases when this symptom is due to tumour, radiological changes will be present in the chest film. Marmet, Varin, Hertzog, and Hassan (1948) consider that the absence of radiological signs does not exclude the presence of a bronchial carcinoma. Martin (1948) goes so far as to state that "when a shadow appears on a roentgenograph the lesion (carcinoma of bronchus) is inoperable." Thoracic surgeons do not agree with this view, and expect to find radiological abnormalities in the majority of cases. This may be due to their insistence on multiple views of the chest. Reinhof (1948) states that abnormal radiological findings were present in 327 cases of carcinoma of the bronchi. Ochsner, De Bakey, Dunlap, and Richman (1948) make a similar observation in reporting 118 cases.
In this series of 71 patients with haemoptysis and an essentially clear chest radiograph I found four (5.7%) who had tumours. It is true to say, therefore, that bronchoscopy should be performed as a routine investigation in all cases of unexplained haemoptysis. I realize that not all bronchial carcinomata are visible bronchoscopically (Gibbon, Clerf, Herbut, and De Tuerk, 1948; Overholt and Rumel, 1940; Jackson and Konzelmann, 1934) .
If the growth is not in a major bronchus, however, it is very probable that it will give rise to an abnormal chest radiograph at an early stage, as it is growing in a small and easily blocked bronchus. I am aware also that this recommendation involves a considerable increase in the number of bronchoscopies which should be done. On the figures as I find them I regard this as essential.
The answer to the second question, the necessity of re-examining patients with haemoptysis who are negative on bronchoscopy, is not so clear. 
